with the hoarseness much less evident, and we thought there was slight return of movement of the left cord. We gave her the treatment on three more occasions, and she recovered her voice, and is again getting a handsome income as a singer. Mr. Harmer has sent me cases of gunshot wound of the larynx to treat with radium, but the greater number are extremely severe ones, and I doubt if I can do much for them. But in one of the cases there is a mass of scar tissue in the inter-arytasnoid region, with incomplete adaptation of the cords, and as it is partly keloidal I hope to get a definite result. It is as yet too soon to make a definite pronouncement as to the effects of radium therapy in these cases.
Sir STCLAIR THOMSON.
Was the cord of the lady singer seen to move again ? I have heard people sing who have had permanent paralysis of one vocal cord. rMr. PINCH: The point ,has not been raised before, but I do know she is again singing well.] By adaptation and benefiting by teaching, these cases with an absolutely paralysed cord can go on the concert stage again. In connexion with Mr. Pinch's remarks, I suggest that the laryngologist should not be hasty in blaming surgeons for cutting the recurrent laryngeal nerve at operations for enlarged thyroid. I have seen this condition come on several weeks after operation. I, think it occurs in cases which do not heal by first intention, but have suppurated, and the recurrent nerve becomes implicated in the contracted scar.
From such' a wealth of material we ought to draw some general deductions. One of these is the great tendency of scars of the larynx to contract, such as is seen in the cases of web formation in the anterior commissure. In many instances I attribute this to the perichondritis which occurs and the subsequent contraction. The next general deduction is the importance of resting the larynx. We learn it not so much from these cases, as from what we learn elsewhere. There are a number of cases of lupus of the larynx which get well without any other treatment than 'putting in a tracheotomy tube which rests the larynx. That brings me to the point that in these cases tracheotomy is still our stand-by. Mr. Harmer says tracheotomy "may be tiecessary in any form of stenosis." I might almost say it is necessary in all forms, if we are agreed as to what stenosis is, for there -are various degrees. My standard is, that if a patient has, laryngeal stridor when he is at rest or asleep, he has got a stenosis which requires treatment. Several of the cases in the next room now have stenosis, -but are going about without a tube: they do not notice the need. I am insistent not only on the need for tracheotomy, but that the tube should be inserted low enough, and that it should not be taken out too soon. The top of the tracheotomy tube should be just above the sternum. The first reason for that is, that it is a tremendous convenience for the patient: the lower down it is, the less is it subject to the various movements of the neck, and the friction and irritation in consequence. A tracheotomy tube low down does not irritate the trachea: these cases do not get tracheitis leading on to bronchitis and death. Again, it is easier for a lady to hide it there, and for a man also. Also, it is far away from the danger region-i.e., the subglottic. We know the rich lymphatic area below the vocal cords, which, if wounded, leads to contraction. When tracheotomy is done for tubercle, or for malignant disease, the farther away it is from the disease the less likely is infection of the wound-if it occur at all. I would only make one exception-the lower *the tracheotomy tube is in the neck, the more difficult it is to get the dilator up. Mr. Harmer and I have discussed this point, and we agree that if we know there is stenosis in the larynx which can possibly be dilated later on from below, then there is a disadvantage in low tracheotomy. If we have a discussion on the subject some day, I could refer to an old lady aged 80 who had worn a tracheotomy tube for fifty years.
I am disappointed that in the paper and the discussion we have not heard more of the results of two other methods. One is laryngotracheostomy. I have no experience of it, but I would like to hear, from Mr. Harmer or others, what the results are, and whether it is worth adopting. The other point concerns intubation tubes. If I had known earlier in life of the work of Dr. Rogers and Dr. Delavan, of New York, I would have tried more to carry out their principle of longcontinued intubation for these cases. In this country, we are apt to think that you can take out your intubation or tracheotomy tube soon.
Several of the patients in the next room would find out they were starved for air if they were to rush for a train after eating a hearty dinner, or if they were to have a rough cross-Channel journey and were sick.
Another point concerns repair of the divided recurrent laryngeal nerve. I mention it as a warning. I have had only one case of itnamely, in a Dominion officer who had complete paralysis of one vocal ]91 cord from wound of his recurrent laryngeal nerve. I saw him in consultation, and told him he would have to put up with it for the rest ,of his life. A young surgeon, who has a reputation as a nerve surgeon, said he would cut down on it and tie the ends together. Asked if it was an easy job, he replied he was used to tying nerves together! I heard the usual sequel-he never got hold of the ends of the nerve. Paralysis of the recurrent laryngeal we all look upon as due to some irremovable condition, like aneurysm or malignant disease of the Cesophagus, and it is only in recent years I have learned that it can be recovered from. My experience of this is chiefly in one walk of life, and that is seeing tuberculosis patients at a sanatorium. I have seen six or eight cases of distinct paralysis of one vocal cord from a lesion of the recurrent laryngeal, no doubt due to tubercular pleurisy, in which the movement of the cord has recovered.
Dr. Smurthwaite has given us great help by the review of his cases, and I should like to know more of his method in functional aphonia. I learned from him in private that the, great thing is to get the patient alone and try to succeed at the first sitting: otherwise, as in operations for cancer, one may succeed with a first try, but rarely with a second.
Mr. MARK HOVELL.
As so much has been said about tracheotomy, and there are present to-dayso many surgeons from military hospitals, I wish again to call attention to the great comfort to the patient arising from the insertion of a piece of elastic into the tapes which hold the tube: 3 in. of elastic on each side is sufficient. This arrangement was introduced by Sir Morell Mackenzie half a century'ago, but is still comparatively unknown.
Dr. JOBSON HORNE. The all-important question in the discussion on warfare neuroses of the larynx is, what is " functional aphonia"? The term is bad. In all these cases we must decide whether the aphonia is a neurosis due perhaps only to asthenia or not; we must exclude organic diseases of any kind, especially the aphonia due to an interstitial myositis, following upon a prolonged catarrhal condition, such as the cases which came from Flanders during the winter campaigns. And, before all, we must exclude the possibility, however remote, of tuberculosis. In the absence of organic. disease, I do not think there is so much difficulty in bringing
